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Background
Sickness absence can have serious personal and eco-
nomic consequences for the disabled worker, and 
also puts considerably financial strain on employers 
and social insurance systems. During the last decade, 
ensuring an early and safe return to work (RTW) has 
been high on the political agenda in many European 
countries [1]. However, RTW after long-term sick-
ness absence is a complex phenomenon, which often 
involves a wide range of stakeholders, such as 
employers, social insurance officers, and health-
care professionals [2–4]. Several authors argue that 
friction between the disabled worker and other 
RTW-stakeholders is inevitable due to conflicting 
interests and perspectives on work reintegration 
[2,4–8]. Whereas empirical evidence is still limited 
[7,9,10], current theories propose that positive rela-
tionships can improve the workers’ chance to RTW 
[2,3]. So far, qualitative studies have highlighted the 
importance of an atmosphere of goodwill and trust at 
the workplace [7], and respectful and supportive 
treatment (e.g. to be listened to and taken seriously) 
by healthcare professionals and social insurance 
officers [11]. Although these findings have contrib-
uted to our understanding of aspects important for 
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positive relationships from the workers’ point of view, 
several questions remain unresolved.
First, to our knowledge no study has yet com-
pared assessments of stakeholders from all relevant 
systems, including the health, insurance, work and 
personal systems. Second, common mental disor-
ders (CMD, e.g. depression, anxiety, burnout) are 
among the main diagnoses for sickness absence and 
disability pensioning in several countries [12–14], 
but the majority of RTW-research has focused 
mainly on musculoskeletal problems [15]. However, 
workers with CMD might experience encounters 
with healthcare professionals and social insurance 
officers differently than workers suffering from 
other health problems [16]. Earlier, Coyne demon-
strated that people who are depressed give social 
cues that trigger negative reactions from others 
resulting in negative interactions and a tendency of 
others to avoid people with depression [17].
Workers with CMD might therefore be more sus-
ceptible to experience less supportive and respect-
ful encounters [16].
Third, sickness absence, especially in relation to 
CMD, is far more prevalent among women [18]. 
Although gender differences in sickness absence are 
prominent, few studies have examined such differ-
ences in encounters with RTW-stakeholders [16,19]. 
Bansal and colleagues have argued that emotional 
distress may impact women’s experiences of support 
from the work place more negatively than men, 
because women usually receive more support in 
their personal life [20] and tend to define relation-
ships in emotional rather than instrumental terms 
[21]. When experiencing emotional distress, women 
might translate their expectations for support 
received from their personal lives to the workplace 
and be more disappointed if support is unavailable 
[21]. In relation to the clinical setting, studies have 
shown that healthcare professionals differ in their 
communication with patients according to the 
patients’ gender [22]. Werner and Malterud [23] 
have emphasized the importance of awareness of 
gendered-power structures of imbalance, because 
medical theory and practice has historically been 
dominated by men [23].
Aims
To increase our understanding about the workers’ 
encounters with RTW-stakeholders, the aims of this 
paper are to: 1) estimate employees’ contact with and 
assessment of encounters with RTW-stakeholders 
from the health, insurance, work, and personal sys-
tem; and 2) investigate possible gender differences in 
these assessments.
Methods
This study is part of a research project on ‘Common 
mental disorders, Return-to-work, and long-term 
Sickness Absence’ (CORSA), which is a mixed-
method study encompassing questionnaire, register 
and interview data from a cohort of employees sick 
listed due to CMD [24]. In this paper, we present 
findings from the follow-up questionnaires developed 
to investigate the participants’ RTW-experiences.
Procedures
The participants were recruited from the Job 
Centre of Copenhagen, which is responsible for 
managing sickness benefits in the municipality of 
Copenhagen. The study participants were selected 
among employees resident in Copenhagen, who 
were sick listed with CMD, and had applied for 
sickness benefit compensation to the municipality. 
Social insurance officers from the Job Centre 
identified eligible employees from July 2007 to 
December 2007 based on information obtained 
from sickness benefit application forms filled in by 
the sick-listed employee (n = 721). These applica-
tions forms are a mandatory requirement for 
receiving sickness benefits and are used by the 
social insurance officers to assess and evaluate the 
sick listed employee. A baseline questionnaire was 
sent to all 721 potential participants and was 
returned by 298 (41% response rate) participants. 
Six months later, we distributed a follow-up ques-
tionnaire to the baseline responders, which was 
returned by 226 participants (76% response rate, 
31% of the original 721 potential participants). A 
more detailed description of the study design has 
been reported elsewhere [24].
Non-response analysis
We have previously reported the sociodemographic, 
occupational and health characteristics of the whole 
study sample, and of the responders and non-
responders to the baseline questionnaire [24]. For 
the purpose of the present article, we carried out a 
non-response analysis comparing the 226 responders 
to the follow-up questionnaire with all 721 potential 
participants. Data on age, gender, reason for sickness 
absence and duration of absence were obtained from 
administrative forms collected at the Job Centre 
Copenhagen and the National Registry of Social 
Transfer Payments. Differences among responders 
and non-responders were examined with chi-square 
test. We found that responders were more likely to be 
women (81% vs. 64%, p > 0.01), to be sick-listed 
with stress/burnout as opposed to more specific 
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psychiatric diagnoses such as depression and anxiety 
(55% vs. 45%, p = 0.031), and less likely to be man-
ual workers (5% vs. 13%, p < 0.001). No differences 
were found regarding prior sickness absence with 
CMD, age, and mean and median duration of sick-
ness absence (data not shown).
Characteristics of participants
Data on age, gender, education, and the character-
istics of the workplace (size and public vs. private) 
were obtained from the baseline questionnaires. 
Age was dichotomized into 19 to 49 years and 50 
years and older. Education was dichotomized into 
long/medium (3 years or more of upper secondary 
schooling) versus low (less than 3 years). Size of 
workplace was categorized into small and medium-
sized (less than 99 employees) and large (more 
than 100 employees) and type of workplace was 
categorized as public, private and other with the 
latter category encompassing workplaces that 
are partially private/public. Current RTW status 
(returned to work/ not returned to work) and 
employment situation (same employer/no longer 
employed with pre-sickness absence employer) 
was assessed from the follow-up questionnaire. 
Depressive symptoms at follow-up were measured 
with the Major Depression Inventory (MDI), 
which is a clinically validated psychometric scale 
[25]. The MDI yields a depressive symptom score 
with a minimum of 0 and a maximum of 50 points, 
with higher scores indicating more depressive 
symptoms.
Table I shows the characteristics of the partici-
pants of the whole sample and stratified by gender. 
The only difference by gender was in size of work-
place. Women were more likely than men to work at 
small and medium-sized workplaces.
Contact with stakeholders and assessments of 
encounters
The follow-up questionnaire was constructed to 
illicit experiences during sickness absence and com-
prised questions about contact with stakeholders and 
statements regarding experiences of encounters with 
stakeholders from all relevant systems; health (gen-
eral practitioner (GP), psychologist and psychiatrist), 
social insurance (social insurance officers), work 
(supervisor, colleagues, unions) and personal (part-
ner, family, friends). These systems have previously 
been suggested as the main systems involved in the 
RTW-process [2,3].
We asked the respondents whether they contacted 
their general practitioner in relation to their sickness 
absence, if they had been in contact with a psycholo-
gist or a psychiatrist during the past 3 months and if 
they had participated in a personal interview with a 
social insurance officer and in a sickness absence 
interview with their employer.










–49 109 (48.2) 90 (49.5) 19 (43.2) 0.455
50– 117 (51.8) 92 (50.5) 25 (56.8)  
Educational level
High 130 (57.5) 102 (56.0) 28 (63.6) 0.361
Low 96 (42.5) 80 (44.0) 16 (34.4)  
Workplace
Private 96 (43.8) 72 (43.6) 24 (55.8) 0.084
Public 112 (51.1) 93 (56.4) 19 (44.2)  
Other 11 (5.0) 11 (6.3) 0 (0)  
Size of workplace
1–99 158 (71.2) 133 (74.3) 25 (58.1) 0.036
100– 64 (28.8) 46 (25.7) 18 (41.9)  
RTW status
Yes 161 (72.5) 126 (70.8) 35 (79.5) 0.244
No 61 (27.5) 52 (29.2) 9 (20.5)  
Employment status
Same 100 (44.8) 79 (44.1) 21 (47.7) 0.668
Not same 123 (55.2) 100 (55.9) 23 (52.3)  
Major Depression Inventory 
symptom score (mean, SD)
13.89 (10.99) 14.26 (11.08) 12.33 (10.62) 0.301
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Next, we asked the respondents to what degree 
they had received support during their sickness 
absence from the different stakeholders. Response 
categories were 1) to a very high degree, 2) to a 
high degree, 3) partially, 4) to a low degree, 5) to a 
very low degree/not at all and 6) not relevant. For 
the analysis we dichotomized the responses into 
high support (1–2) and low/none support (3–5) 
and omitted participants who answered ‘not rele-
vant”. Finally, we asked the participants about spe-
cific aspects of encounters with social insurance 
officers and supervisors. We chose to address these 
two stakeholders in particular because 1) the social 
insurance officers officially have a key role for RTW 
in Denmark [1], and 2) policy makers in recent 
years have implemented policies to strengthen the 
role of the workplace and the supervisor [1]. 
Regarding social insurance officers we asked the 
participants: ‘To what degree did the social insur-
ance officer 1) help you to return to work, 2) display 
sympathy for your situation and 3) take your condi-
tion serious.’ Response categories were ‘yes’, ‘no’ 
and ‘partially’, and were dichotomized into ‘low 
support” (‘no’, ‘partly’) and ‘high support’ (‘yes’). 
Regarding supervisors, we asked: ‘To what degree 
did your supervisor; 1) help you to return to work, 
2) listen to you, 3) display sympathy for your situa-
tion and 4) make you feel you had to justify your 
absence (reverse-coded).’ Response categories were 
1) to a very high degree, 2) to a high degree, 3) par-
tially, 4) to a low degree, 5) to a very low degree/not 
at all, and were dichotomized into high support 
(1–2) and low/none support (3–5). The questions 
on the different aspects on encounters were based 
on previous findings from qualitative studies 
[11,19], earlier surveys [16,19,26,27], and theo-
retical considerations [28].
Data analyses
Logistic regression analyses were carried out to iden-
tify possible associations between gender and assess-
ment of encounters. We calculated odds ratios (OR) 
and 95% confidence intervals (CI) with men as the 
reference group. Analyses are presented as both 
crude OR and OR adjusted for age, education, 
employment and RTW status, type of work (public/
private/other), size of workplace and depressive 
symptoms. Because depressive symptoms might not 
only be a confounder for the association between 
gender and assessment of encounters, but also an 
intermediate variable, inclusion of depressive symp-
toms in the model might be over-adjustment. 
Therefore, we repeated all analyses without adjust-
ment for depressive symptoms.
Results
The vast majority of the respondents (95%) visited 
their GP when reporting off sick, whereas 22% 
received care from a psychiatrist, and 48% received 
care from a psychologist within the last three months 
(Table II). Forty-four percent participated in a per-
sonal interview with a social insurance officer and 
51% participated in a sickness absence interview 
with their employer. Compared to men, women were 
less likely to receive care from a psychiatrist (p < 
0.001) and participate in a sickness absence inter-
view (p = 0.009).
Table III presents the responders’ assessment of 
encounters. High support was most often reported 
from the healthcare system and the personal system 
with considerable variation within this group with 
the GP being reported as highly supportive by 66% 
compared to 83% for the psychologist. Encounters 
Table II. Percentages of contact with RTW-stakeholders and odds ratios (OR) with 95 % confidence intervals (CI) for contact for women 







Crude OR and 95 % CI
(men = reference)
Adjusted1 OR and 95 % CI
(men = reference)
Consulted GP1
Yes 213 (95.1) 171 (95.0) 42 (95.5) 0.91 (0.19–4.34) 1.83 (0.32–10.38)
Consulted psychologist
Yes 108 (47.8)  88 (48.4) 20 (45.5) 1.12 (0.58–2.18) 1.18 (0.57–2.43)
Consulted psychiatrist
Yes 49 (21.7)  32 (17.6) 17 (38.6) 0.34 (0.17–0.69) 0.23 (0.10–0.52)
Participated in personal interview with social insurance officer
Yes 97 (44.1)  78 (43.8) 19 (45.2) 0.94 (0.48–1.86) 0.88 (0.41–1.91)
Participated in sickness absence interview with the employer
Yes 112 (50.7)  84 (36.7) 28 (68.3) 0.41 (0.20–0.84) 0.34 (0.15–0.76)
1Adjusted for age, education, RTW status and employment and size and type of workplace
GP = General Practitioner
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with social insurance officers were least often 
reported to be highly supportive (16%). About one 
third assessed their supervisor as being highly sup-
portive, whereas 49% assessed their colleagues as 
supportive. Compared to men, women assessed their 
supervisor as less supportive (OR = 0.32; CI: 0.13–
0.81, p = 0.002) but their friends as more supportive 
(OR = 4.34; CI: 1.90–9.89, p < 0.001).
Table IV shows specific aspects of encounters with 
social insurance officers and supervisors. Almost 
60% of the respondents assessed that the social insur-
ance officers took their condition seriously and lis-
tened to them, but only 6% reported that they helped 
them RTW. Women were less likely to assess that the 
social insurance officers took their condition seri-
ously (OR = 0.10; CI: 0.02–0.64, p = 0.01).
About 40% reported that the supervisor listened 
and showed sympathy for their situation. One third 
reported that their supervisor helped them RTW, but 
33% felt they had to justify their absence. Women 
were less likely to feel that the supervisor helped 
them RTW (OR = 0.38; CI: 0.17–0.85, p = 0.02), 
listened to them (OR = 0.19; CI: 0.08–0.45, 
p < 0.001), or showed sympathy for their situation 
(OR = 0.31; CI: 0.13–0.73, p = 0.007). When we 
repeated the analyses without adjustment for depres-
sive symptoms, odds rations remained virtually 
unchanged (data not shown).
Discussion
In this article, we examined contact with and assess-
ments of encounters with stakeholders from the 
health, insurance, work, and personal system among 
employees sick listed with CMD. We found, that 
besides stakeholders from the personal system, 








OR (95 % CI)
Adjusted1
OR (95 % CI)
Health
GP 138 (65.7) 113 (66.5) 25 (62.5) 1.19 (0.58–2.43) 1.06 (0.47–2.35)
Psychologist 124 (82.7) 99 (82.5) 25 (83.3) 0.91 (0.32–2.75) 1.42 (0.44–4.60)
Psychiatrist 36 (59.0) 24 (54.5) 12 (70.6) 0.50 (0.15–1.66) 0.41 (0.11–1.60)
Insurance
Social insurance officers 21 (16.2) 18 (17.0) 3 (12.5) 1.43 (0.39–5.32) 1.37 (0.33–5.69)
Work
Supervisor 62 (30.4) 46 (27.7) 16 (42.1) 0.53 (0.25–1.09) 0.32 (0.13–0.81)
Colleges 100 (48.8) 81 (47.6) 19 (54.3) 0.77 (0.37–1.59) 0.71 (0.31–1.66)
Union 46 (33.3) 40 (34.8) 6 (26.1) 1.51 (0.55–4.14) 1.97 (0.63–6.18)
Personal
Partner 115 (81.6) 86 (77.5) 29 (96.7) 0.12 (0.02–0.92) 0.15 (0.02–1.25)
Family 142 (66.7) 117 (68.0) 25 (61.0) 1.36 (0.67–2.75) 1.39 (0.63–3.04)
Friends 162 (77.9) 138 (82.6) 24 (58.5) 3.37 (1.61–7.06) 4.34 (1.90–9.89)
1Adjusted for age, education, employment and RTW status, size and type of workplace and depressive symptoms
GP = General Practitioner











OR (95 % CI)
Supervisor
Provided support for RTW 77 (34.8) 57 (31.8) 20 (47.6) 0.51 (0.26–1.02) 0.38 (0.17–0.85)
Listened to me 87 (39.2) 62 (34.4) 25 (59.5) 0.36 (0.18–0.71) 0.19 (0.08–0.45)
Showed sympathy for my situation 92 (41.6) 69 (38.5) 23 (54.8) 0.52 (0.26–1.02) 0.31 (0.13–0.73)
Feel I had to justify my absence 72 (32.7) 60 (33.5) 12 (29.3) 1.22 (0.58–2.56) 1.32 (0.59–2.94)
Social insurance officer
Provided support for RTW 6 (6.3) 5 (6.5) 1 (5.3) 1.25 (0.14–11.38) 0.60 (0.04–9.86)
Showed sympathy for my situation 58 (59.8) 45 (57.7) 13 (68.4) 0.63 (0.22–1.83) 0.50 (0.13–1.99)
Took my condition seriously 61 (62.2) 45 (57.0) 16 (84.2) 0.25 (0.07–0.92) 0.10 (0.02–0.64)
1Adjusted for age, education, employment and RTW status, size and type of workplace and depressive symptoms
GP = General Practitioner
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healthcare professionals were most often assessed as 
highly supportive, especially the psychologist. The 
positive assessments might reflect that the psycholo-
gists, as opposed to the GP, do not function as a gate-
keeper for sickness benefit. Earlier, Upmark [27] 
suggested that the imbalance between professionals 
and the patients may be widened when the profes-
sionals also have a gate-keeper function in relation to 
sickness benefits [27]. Considering that almost half 
of the respondents received psychological help dur-
ing the last 3 months, the psychologist might be a key 
RTW-stakeholder for workers on sickness absence 
due to CMD, which potentially could have an impor-
tant influence on the disabled workers decision to 
RTW.
Very few responders assessed their encounters 
with the social insurance officers as helpful for RTW 
and only 16% viewed the encounter as supportive. 
Findings from a study by Høgelund et al. showed 
that employees who participate in personal consulta-
tions with social insurance officers have a better 
chance to RTW than those who did not. However, 
this only applied to employees returning to their old 
workplace and not to employees returning to a new 
workplace [29].
Only 30% of participants reported high support 
from their supervisor. In Denmark, the employers 
pay for a relatively short period of sickness absence 
and it is easy to dismiss people on sickness absence. 
The employers’ incentives for facilitating RTW must 
therefore be regarded as quite low in contrast to other 
countries, such as the Netherlands. In a Dutch study, 
Nieuwenhuijsen et al. [9] found that the quality of 
supervisory communication was related to the finan-
cial incentives for ensuring RTW [9]. Recently, the 
Danish policymakers have attempted to expand the 
role of the employer in the RTW-process. Payment of 
sickness benefit from the employer was increased 
from 2 weeks to 3 weeks, and all employers are now 
obliged to conduct sickness absence interviews with 
workers on sick leave [1]. These initiatives might 
strengthen the role of the employers and the supervi-
sors in the RTW-process.
An important finding of our study is the identi-
fied gender differences. Women were less likely to 
participate in a sickness absence interview with 
their employer and less likely to assess the employer 
as supportive and respectful. Mandatory sickness 
absence interviews might decrease gender differ-
ences in the prevalence of these interviews among 
men and women, but are unlike to change women’s 
assessment. Therefore, it is important to improve 
supervisors’ skills for communicating with sick 
listed employees. Regarding the encounters with 
the social insurance officers, women were less likely 
than men to feel that the officers took their condi-
tion seriously.
Our results are in disagreement with findings from 
two Swedish studies. These studies found that women 
perceived their contact with healthcare and insur-
ance officers as more supportive and positive than 
men [16,19], However, a third Swedish study on 
negative encounters with healthcare professionals 
found that women agreed more strongly than men on 
statements such as ‘Not believed what I said’ and 
‘Did not listen’ [27].
Methodological considerations
The strength of this study is that we included ques-
tions about assessment of encounters with stakehold-
ers from all relevant systems, and we asked the 
respondents to assess each stakeholder individually. 
Prior studies have tended to collapse groups of stake-
holders together [19,27]. It is also a strength of our 
study that the questions we used to assess encounters 
were based on previous research and theoretical con-
siderations [16,19,26,27].
Although the response rate for the follow-up ques-
tionnaires was rather high, the low response rate for 
the baseline is a limitation of this study. The low 
response rate was expected, as earlier questionnaires 
studies in populations of sick listed employees have 
reported low response rates [16,27]. Moreover, our 
study population consisted of people suffering from 
CMD, which might further have contributed to the 
low response rate. We deliberately did not send out 
reminders to the baseline non-responders to avoid 
that they felt pressured to answer the questionnaire. 
Non-participation might have been due to severe ill-
ness, e.g. major depression. We found that employees 
sick-listed with self-reported stress-related conditions 
were more likely to respond to the follow-up ques-
tionnaire as opposed to employees sick-listed with 
self-reported depression. As severity of illness was 
related to assessment of encounters in an earlier 
study [16], we might have underestimated negative 
assessments. Also, almost 80% of the our responders 
were women, which partly reflects the high propor-
tion of women among sickness benefit recipients 
with CMD, but also an underrepresentation of men. 
Thus the proportion of workers assessing high sup-
port from the supervisor might actually be lower, as 
women assessed the support lower than men. 
Moreover, it is possible that we did not find gender 
difference for other stakeholders because of lack of 
power as our sample only comprised 44 men. Finally, 
because there are great variations in the responsibili-
ties and roles of stakeholders from country to coun-
try, results have to be understood in relation to the 
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specific Danish legislative and cultural context [2,3]. 
To our knowledge this is the first study conducted in 
Denmark on the topic.
Conclusion
This study identified the psychologist as a key RTW-
stakeholder who contributes positively to the RTW-
experience. Whereas social insurance officers have 
been appointed a key role in the RTW-process in 
Denmark, few participants experiences these encoun-
ters as supportive or helpful for RTW. Gender differ-
ences in assessment of support were found mainly in 
relation to the supervisor and, to a lesser extent, the 
social insurance officers with women assessing these 
encounters as less supportive and less respectful than 
men.
Funding
This study was supported by a grant of the Danish 





 [1] Kvist J. A Danish welfare miracle? Policies and outcomes in 
the 1990s. Scand J Public Health 2003;31:241–5.
 [2] Loisel P, Durand MJ, Berthelette D, et al. Disability pre-
vention – New paradigm for the management of occupa-
tional back pain. Disease Management & Health Outcomes 
2001;9:351–60.
 [3] Schultz IZ, Stowell AW, Feuerstein M, et al. Models of 
return to work for musculoskeletal disorders. J Occup Reha-
bil 2007;17:327–52.
 [4] Young AE, Wasiak R, Roessler RT, et al. Return-to-work 
outcomes following work disability: stakeholder motiva-
tions, interests and concerns. J Occup Rehabil 2005;15: 
543–556.
 [5] Friesen NM, Annalee Y and Juliette C. Return-to-work: the 
importance of human interactions and organizational struc-
tures. Work 2001;17:11–22.
 [6] Loisel P, Durand MJ, Baril R, et al. Interorganizational col-
laboration in occupational rehabilitation: perceptions of 
an interdisciplinary rehabilitation team. J Occup Rehabil 
2005;15:581–90.
 [7] MacEachen E, Clarke J, Franche RL, et al. Systematic 
review of the qualitative literature on return to work after 
injury. Scand J Work Environ Health 2006;32:257–69.
 [8] Stahl C, Svensson T, Petersson G, et al. A matter of trust? 
A study of coordination of Swedish stakeholders in return- 
to-work. J Occup Rehabil 2010;20:299–310.
 [9] Nieuwenhuijsen K, Verbeek JHAM, de Boer AGEM, et al. 
Supervisory behaviour as a predictor of return to work in 
employees absent from work due to mental health problems. 
Occup Environ Med 2004;61:817–23.
 [10] Butler RJ, Johnson WG and Cote P. It pays to be nice: 
employer-worker relationships and the management of back 
pain claims. J Occup Environ Med 2007;49:214–25.
 [11] Mussener U, Svensson T, Soderberg E, et al. Encouraging 
encounters – Sick-listed persons’ experiences of interactions 
with rehabilitation professionals. Soc Psychiatry Psychiatr 
Epidemiol 2007;46:71–87.
 [12] Hensing G and Wahlstrom R. Chapter 7. Sickness 
absence and psychiatric disorders. Scand J Public Health 
2004;32:152–80.
 [13] Hensing G, Andersson L and Brage S. Increase in sickness 
absence with psychiatric diagnosis in Norway: a general 
population-based epidemiologic study of age, gender and 
regional distribution. Bmc Medicine 2006;4.
 [14] Brown J, Hanlon P, Turok I, et al. Mental health as a reason 
for claiming incapacity benefit – a comparison of national 
and local trends. J Public Health 2009;31:74–80.
 [15] Blank L, Peters J, Pickvance S, et al. A systematic review 
of the factors which predict return to work for people suf-
fering episodes of poor mental health. J Occup Rehabil 
2008;18:27–34.
 [16] Ostlund GM, Borg KE, Wide P, et al. Clients’ perceptions 
of contact with professionals within healthcare and social 
insurance offices. Scand J Public Health 2003;31:275–82.
 [17] Coyne JC. Toward an interactional description of depres-
sion. Psychiatry-Interpersonal and Biological Processes 1976; 
39:28–40.
 [18] Nystuen P, Hagen KB and Herrin J. Mental health problems 
as a cause of long-term sick leave in the Norwegian work-
force. Scand J Public Health 2001;29:175–82.
 [19] Mussener U, Festin K, Upmark M, et al. Positive experi-
ences of encounters with healthcare and social insurance 
professionals among people on long-term sick leave. J Reha-
bil Med 2008;40:805–11.
 [20] Sinokki M, Hinkka K, Ahola K, et al. The association of 
social support at work and in private life with mental health 
and antidepressant use: The Health 2000 Study. J Affect Dis-
ord 2009;115:36–45.
 [21] Bansal A, Monnier J, Hobfoll SE, et al. Comparing men’s 
and women’s loss of perceived social and work resources fol-
lowing psychological distress. J of Social and Personal Rela-
tionships 2000;17:265–81.
 [22] Elderkin-Thompson V and Waitzkin H. Differences in 
clinical communication by gender. J of Gen Internal Med 
1999;14:112–21.
 [23] Werner A and Malterud K. It is hard work behaving as a 
credible patient: encounters between women with chronic 
pain and their doctors. Soc Sci Med 2003;57:1409–19.
 [24] Nielsen MB, Bultmann U, Amby M, et al. Return to work 
among employees with common mental disorders: study 
design and baseline findings from a mixed-method follow-
up study. Scand J Public Health 2010;38:864–72.
 [25] Bech P, Rasmussen NA, Olsen LR, et al. The sensitivity and 
specificity of the Major Depression Inventory, using the 
Present State Examination as the index of diagnostic valid-
ity. J Affect Disord 2001;66:159–64.
 [26] Klanghed U, Svensson T and Alexanderson K. Posi-
tive encounters with rehabilitation professionals reported 
by persons with experience of sickness absence. Work 
2004;22:247–54. 
 [27] Upmark M, Borg K and Alexanderson K. Gender differ-
ences in experiencing negative encounters with healthcare: a 
study of long-term sickness absentees. Scand J Public Health 
2007;35:577–84.
 [28] Svensson T, Mussener U and Alexanderson K. Pride, 
empowerment, and return to work: on the significance of 
promoting positive social emotions among sickness absen-
tees. Work 2006;27:57–65.
 [29] Høgelund J, Filges T and Jensen S. Langvarigt sygefravær – 
hvad sker der, og hvordan går det. København, Socialfor-
skningsinstituttet, 2003.
 at University of Groningen on May 29, 2013sjp.sagepub.comDownloaded from 
